Introduction
Congenital laryngeal cysts are rare with an estimated incidence of <2 per 100 000 live births. 1 Most laryngeal cysts arise from the vallecula, aryepiglottic fold or the saccule of the ventricle, with epiglottic cysts being the least common. 1, 2 All have the potential to cause severe airway obstruction and death. 3 Most cases present within the first weeks of life. 3 Fortunately, severe airway obstruction is not a common presentation, with majority of infants presenting with mild stridor, feeding problems, chest retractions, episodes of apnea , cyanosis or failure to thrive. 1, 3 We report severe airway obstruction and distress at birth, in a term newborn, caused by a congenital epiglottic cyst.
Case report
A 3751 g female infant was born at 41 weeks to a 22-year-old mother following an uneventful pregnancy. Antenatal ultrasound scans at 18 and 22 weeks were reported normal. There was evidence of respiratory distress and severe upper airway obstruction immediately upon delivery. Direct laryngoscopy for intubation revealed a white cystic mass in the oropharynx, obstructing the visualization of the pharynx and, therefore, the glottis as well. The pediatrician managed to move the mass out of the way, intubate orally and stabilize the airway. The infant was transferred to a tertiary center for further management. Examination of the oral cavity revealed a white cystic mass filling the oropharynx. Transnasal fibro-optic laryngoscopy revealed the same but the exact site of origin could not be well delineated. Computed tomography (CT) was performed to rule out an intracranial connection. The infant underwent surgery at 7 h of life. Examination of the oral cavity was undertaken in the operating room to try and establish exactly where the cyst attached and whether it was broad based or on a stalk. This was difficult due to the size of the cyst (Figure 1 ). The cyst was decompressed to facilitate exposure and a revealed a viscous yellowish fluid. It was established that the cyst was attached in a broad-based fashion to the left lateral aspect of the epiglottis, into the vallecula, along the free margin and lateral surface of the aryepiglottic fold and onto the pharyngo-epiglottic fold.
The covering of the cyst was then injected with 1% xylocaine with 1 in 200 000 epinephrine and deroofed. The sidewalls and base of the cyst were dissected off of their respective underlying structures with microlaryngeal instruments utilizing high power magnification of the microscope.
The infant received broad-spectrum antibiotic coverage and dexamethasone in the perioperative period. Postoperative period was uneventful and the infant was successfully extubated after 48 h. There was no evidence of upper airway obstruction or distress postextubation and the infant was discharged home on day 4 of life. At follow-up examination, 1 month postexcision, no evidence of a recurrence was noted.
Histological examination showed soft tissue lined by squamous epithelium, consistent with an epiglottic cyst.
Discussion
Congenital laryngeal cysts are rare but may be fatal. 3 Although the classification of laryngeal cysts is somewhat confusing with multiple proposed systems, DeSanto et al. 4 classification is perhaps the most popular and is based on location of the cyst and surface mucosa. The use of different terms like vallecular cyst, mucus retention cyst, base of tongue cyst and ductal cyst for epiglottic cysts has added to the confusion. 5 Most infants with congenital laryngeal cysts develop symptoms within the first week of life, though the diagnosis may be delayed for some weeks, as reported in the series by Gutierrez et al. 3 Our patient is only the second case reported in the literature to present immediately at birth. Antenatal diagnosis by ultrasonography and fetal magnetic resonance imaging (MRI) is useful in optimizing immediate postnatal management. 5 Ultrasound scans of our patient at 18 and 22 weeks were normal. Apart from acute life threatening airway obstruction, presenting symptoms include stridor, feeding problems, chest retractions, apnea, cyanosis, failure to thrive and hoarse cry. Severe antenatal obstruction may lead to polyhydramnios and pulmonary hypoplasia. 5 Compression of trachea, cervical vessels and hypoglossal nerve has also been reported. 5 Typical location and cystic nature of the lesion may be sufficient evidence to proceed to therapeutic marsupialization 3 but in doubtful cases, in addition to laryngoscopy and lateral cervical radiographs, CT scan and MRI have been used to better delineate origin and contents of the lesion. Hemangioma, cystic hygroma, hamartoma, dermoid cyst, lymphangioma, thyroglossal duct cyst, thyroid remnant cyst, cervical meningocele and anterior encephalocele, congenital ranula and intraoral duplication cysts may need to be considered in the differential diagnosis. Suspicion of thyroid tissue warrants a nuclear medicine scan. 6 In our patient, the cyst was well seen on examination of the oral cavity but the origin was not well defined and a CT scan was performed to rule out an intracranial connection. It is pertinent to note that during flexible bronchoscopy a view of the base of the tongue or vallecula may not be easily obtained.
Surgical procedures for congenital laryngeal cysts include endoscopic excision, deroofing, laryngofissure and lateral pharyngotomy. 7 Marsupialization is a definitive procedure for epiglottic cysts and may be performed with carbon dioxide laser, electrocautery or microdissection. 3 Aspiration of cyst contents has been used in cases where the mass precludes intubation. 7 In older infants flexible guide wire combined with fibro-optic bronchoscope 8 and intubating laryngeal mask airway have been found useful in cases with a difficult airway. 9 Gutierrez et al.
3 in their series of eight patients reported cyst sizes of 4-12 mm with no association between cyst size and age at diagnosis. Histologically, the cyst contains respiratory epithelium with mucus glands and an external lining of squamous epithelium 3 as was shown in our case. This case highlights the potentially life-threatening nature of congenital epiglottic cysts. Antenatal diagnosis can assist in optimizing care at delivery and help prevent complications due to severe airway obstruction. Despite a wide differential diagnosis, most laryngeal cysts can be diagnosed by endoscopy, followed by a histological confirmation postoperatively. 
